Systemic complications of ulcerative colitis are frequent and are of a varying degree of severity. The previous tendency to continue with prolonged medical treatment in the presence of debilitating systemic manifestations of colitis has resulted in these individuals remaining invalids who become a burden to themselves, as well as to their families. It is in this group that the advantages of surgical treatment must be demonstrated to the general profession. These invalids should be shown that by surgical removal of the diseased intestine they can be restored to health and activity, and become normal citizens. In my opinion, this can often be done better by the ileostomy club members than by the doctor. It is difficult to lay down criteria as to when surgery should be advised in this intractable group which constitutes the largest number of surgical cases. Each case is an individual problem, and an individual decision must be made. For this reason generalities cannot be rigidly followed. I advise surgery in those who seem unlikely to return to their normal life without it.
There are several systemic manifestations of colitis which singly do not constitute an indication for colectomy. One is ocular disease. At present this is generally treated effectively with cortisone. As in colitis, we must speak of control rather than cure. Pyodermia, septic lesions of the skin and erythema nodosum are other systemic manifestations frequently found in those cases in which the disease has a marked systemic effect. Another frequent manifestation is arthritis; here surgery is generally followed by dramatic results: crippling polyarthritis may diminish within a few hours, following surgery. In the chronic arthritic, in whom there is gradual increase both in the degree 'and number of joint involvement, surgery may be delayed too long. If there has been destruction of joint surfaces, it cannot be expected that the removal of the primary disease will restore a destroyed joint to normal.
Perianal abscesses and fistule frequently occur; incision and drainage is the indicated treatment. Definitive treatment is seldom successful in the presence of colitis. Seldom are these complications severe enough to indicate colectomy. Anal fistula can become so extensive that destruction of the sphincter mechanism may render this organ unfit for rehabilitation. With the present effort to salvage the distal rectum and sphincter apparatus, this becomes increasingly important. If the anal canal has become stenotic and the sphincter musculature destroyed by infection, there would be no advantage in saving this rectum as incontinence would follow. Cases in which salvaging of the rectum is possible would be an indication for earlier colectomy, before the sphincter mechanism is destroyed.
For several years I have considered roentgenographic evidence of involvement of the terminal ileum to 1e an indication for colectomy. The function of the distal ileum in maintaining normal stool consistency has been demonstrated. It has been shown, by colectomy performed for such diseases as multiple polyposis, or extensive diverticulitis, that if the distal ileum can be saved and anastomosed to the rectum, normal bowel habits will result. If in selected cases restoration of intestinal continuity and relatively normal bowel habits are to be anticipated, it would appear that colectomy should be done before there is involvement of the ileum.
It is my belief that frozen section of the distal ileum at operation is not essential. I believe the level of disease can be determined by the line of demarcation of hyperplasia of the mesenteric lymph nodes and the gross appearance of the intestine. I have in some cases matured the ileostomy in the presence of a mild ileitis. Improvement of the ileitis in these cases has been prompt. The inflammation subsides in a few days, and a normal functioning ileostomy has resulted. I do not remove the ileum far beyond the extent of involvement.
Permanent Ileostomy in Ulcerative Colitis
By BRYAN BROOKE, F.R.C.S.1
Birmingham FROM the bill of fare to-day it is clear that the core of our discussion lies in the controversy between excision and resection. Equally clearly this controversy can only be weighed on the balance between two points. On the one hand, all would accept that the disease is only eliminated completely by removal of the large intestine. The first point is, therefore: Can we afford to leave even a small portion behind? On the other side of the balance: Can life be not just tolerable but devoid of disability? Can it remain so? For an ileostomy is the inevitable implication if we accept nothing less than removal of the whole of the large intestine. I want to put some facts into this balance for you to weigh. In the short time I have I will not discuss what is already known-the operative mortality which is now falling to 2% at the Lahey Clinic, a little better than 5% in my own practice-for there seems little appreciable difference between the two methods in this respect. With one exception, I do not wish to consider in any detail the com-'From the Queen Elizabeth Hospital, Edgbaston, Birmingham. Supplement plications which can arise following retention of the diseased rectum-the development de novo or the recurrence of arthritis, iritis, hemorrhage, and the occurrence of acute ileitis above the anastomosis, but I do wish to put before you facts regarding carcinoma, which Mr. G. Slaney, Dr. J. A. H. Waterhouse and I have recently obtained from the literature. Of approximately 500 cases reported, 286 are in sufficient detail for study together with our series of 18. 221 died before five years; only 13 (4 2%) have survived five years following surgery; 70 (23 %) were still surviving at less than five years after operation and, subjecting this group to sequential annual analysis, the best possible five-year survival appears to be 18-6%. The average age of onset of cancer in ulcerative colitis is 42 compared with its onset at 63 in a previously normal population. 34 of the 286 cases occurred in the colon following ileostomy alone or appendicostomy or cxcostomy, 11 in a defunctioned rectum following ileostomy and colectomy and 3 following ileoproctostomy. No part of the large intestine is immune from this hazard; bearing in mind that large bowel cancer is 30 times higher in ulcerative colitis than in the normal population (incidence 1.9% to 0'06% -Weckesser and Chinn, 1953), can we afford to leave part behind?
The ileostomy problem resolves itself into two parts: (1) Is fullness of life possible with it?
(2) How often does the ileal stoma involve the patient in further surgery? To take the second point first. From the Mayo Clinic came the figure of 14% of those surviving one year after the institution of an ileostomy, who had not had re-operation; put positively, 86 % needed revision. The first figure in brackets indicates how many revisions were undertaken at a special operation, the second in how many the opportunity was taken at an operation for another purposeusually a second stage in excision. It is noticeable that the figures only show serious divergence from five years ago and before; the date 1954 is significant because eversion of the ileostomy, though started in 1951, only then was coming into more general practice. These figures contrast with those given by Bargen (1956) . Improvement seems to be taking place though the incidence in the recent quinquennium may tend to rise with the passage of time, not, however, by much for in the modern type of ileostomy when revision is necessary it is usually required within the first twelve to eighteen months. The commonest cause for revision in recent years has been recession to skin level, a fault inherent in the eversion technique which could be overcome by devising means to ensure adherence between the outgoing and returning layers. Other reasons for revision have been prolapse, seldom seen now; stenosis, which has become rare; fistula, usually due to trauma from the flange of the bag; hernia and the need for a stoma which will fit the new appliances. Now to turn to the standard of life. I give the age distribution at the time of the questionnaire to dispel any notions that an ileostomy is less easily managed with advancing years (Table II) .
From Tables III and IV it will be seen that 93 5 % live a normal life with jobs ranging from manual engineer, fitter and farmer, to accountancy, Garden City, New York Definition.-As applied to ulcerative colitis, the word fulminating is used to indicate an exacerbation of hitherto quiescent symptoms. The dictionary, however, defines the verb "to fulminate" as meaning "to cause to explode" and for the purposes of this paper the words fulminating ulcerative colitis indicate a severe attack, with marked toxicity, high fever and prostration as well as the usual symptoms.
The fulminating symptoms usually occur within two years of the onset of the disease. According to Bargen et al. [2] the disease is fulminating at the onset in about 180% of cases.
Indications for surgery.-When considering such an attack, the frequent indications for colectomy-medical intractability, systemic complications, anorectal infections, chronic invalidism-can hardly be considered. The questions confronting the surgeon are rather the following:
(1) Will the patient survive without surgery?
(2) How urgent is operative intervention? (3) What type of procedure should be adopted?
These questions will tax the most experienced clinician.
Decision to operate.-(I) Decision for operative intervention will depend upon the surgeon's intuitive judgment based upon long experience.
'Nassau Hospital, Mineola, New York, U.S.A.
(2) The most important indications for operation will be perforation or impending perforation, severe and continuous hemorrhage, and general deterioration.
Perforation of the colon with peritonitis is an obvious indication for urgent surgery, which is difficult and dangerous under these circumstances. Fortunately many perforations are sealed off but will appear later as abscesses.
Perforation is not always easy of diagnosis, especially in an already acutely ill patient who complains of abdominal pain and tenderness. Difficulty may also be due to any steroids which may have been administered and which will mask the symptoms to a considerable extent. A flat X-ray (in the upright position if possible) will often reveal gas under the diaphragm. Impending perforation. -One of the dependable signs of impending perforation is a sudden increase in distension which usually takes place in the descending colon, splenic flexure and transverse colon. Although various authors have included increasing cramps, it has been my experience that these patients already have so much abdominal distress, with some cramping, that I have not been able to base decision on this symptom. Sudden increase in tenderness, especially in the left upper quadrant, may furnish an additional sign.
It is unfortunate that fulminating ulcerative colitis is so often cared for by the internist until surgical intervention becomes urgent. Joint care by the proctologist and the internist will result in better judgment, although the surgeon must make the decision for operation.
It will not be out of place to re-emphasize the danger of the indiscriminate use of the corticosteroids in fulminating ulcerative colitis. It has been pointed out by many that the usefulness of these drugs in ulcerative colitis ceases when the mucous membrane has been breached over a large area. Corticosteroids under such circumstances are not only inefficient but may contribute to further lysis of the colonic wall and will tend to mask an impending perforation.
Hemorrhage, massive and recurrent, or persistent, may form an urgent indication for operation. It is the general consensus that ileostomy, although theoretically placing the colon at rest, does not reliably control hemorrhage in fulminating ulcerative colitis. The bleeding issues diffusely from the colon rather than from a single vessel and therefore cannot be controlled by limited resection. Blood may issue in such quantities that continuous transfusion even under pressure can hardly suffice to keep up with the loss, and colectomy becomes urgent.
